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 E 000 Initial Comments  E 000

On 02/18/14, an inspection of care survey was 

conducted by Anne Arundel County Department 

of Aging and Disabilities, representing the Office 

of Health Care Quality, to determine whether the 

immediate heath and safety needs of the 

residents are being met and determining 

compliance with COMAR regulations 10.07.14, 

Assisted Living Regulations and Health General 

19-1805(a)(6). The inspection of care survey is 

not used to determine the reissuance of a 

license.

Survey activities included a review of selected 

administrative, staff and residents '  files, 

interview with staff and residents, observations 

and a tour of the facility.

The facility ' s census at the time of the survey 

was thirteen (13) residents.

 

 E3380 .26 C3 .26 Service Plan

(3) The service plan is reviewed by staff at least 

every 6 months, and updated, if needed, unless a 

resident's condition or preferences significantly 

change, in which case the assisted living 

manager or designee shall review and update the 

service plan sooner to respond to these changes.

This REQUIREMENT  is not met as evidenced 

by:

 E3380

10.07.14.26 C (3)

Based on resident record review, the ALM or 

designee, failed to review and update service 

plans at least every 6 months, or sooner, if a 

resident ' s conditions or preferences  significantly 

change.

Findings include:
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 E3380Continued From page 1 E3380

Review of Resident #1 ' s record revealed that the 

service plan was last reviewed on 1/3/14. Since 

that time, Resident #1 has developed reddened 

buttocks and needs to be encouraged to change 

positions frequently. He also now sits on a 

cushion to prevent skin breakdown. The service 

plan should be updated to include this 

information.

Review of Resident #2 ' s record revealed that the 

service plan was last reviewed on 8/1/13, more 

than 6 months ago.

Review of Resident #3 ' s record revealed that the 

service plan was last reviewed on 1/10/14. Since 

that time, Resident #3 has had 3 falls in the 

facility, now uses a wheelchair and is encouraged 

to call for assistance before attempting to 

transfer. Resident #3 also has a medical order to 

have green foam heel protectors on at all times. 

She also no longer receives the Ensure Plus BID 

(twice daily). The service plan should be updated 

to include this information.
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